tongue, for example, is relatively frequent in certain parts of India and primary cancer of the hver is relatively frequent in Africa and Indonesia. Cancer of the stom-ach on the other hand, is relatively infrequent in African Negroes, Javanese and the indigenous people of French North Africa. Such observations have focused attention upon racial origin, environment and custom as i'mportant factors in the study of cancer.
In 1950 at a conference on the aeo-araphical pathology and demography of cancer (Clemmesen, 1950a) it was agreed that a high degree of comparability is desirable in any study of geographical variation. The conference recommended that each study should provide : (a) The total number of new cases in the area being studied.
(b) Distribution of the total popiilation and of patients in the area with respect to race, sex and age.
(c) Percent-age of cases diagnosed in hospitals.
( In any analysis of variations between tw(,-% ethnic groups it is essential to know the age structure of each population. Site and Sex (1948-1952 From the data gathered the total incidence of cancer among Indians is 48-4 per 100,000 as compared with 203 by Watson (1950), 207-8 by Macdonald (1948) , and 230 by Dorn (1944) . Fig. I shows the incidence of cancer by age among Indians as compared with that reported by Watson (1950) and Dorn (1944) .
The data have been examined by means of the " chi-square " test after -the model given bv Fisher (1946) . It may be concluded that the apparent incidence of cancer among Indians is significantly less than that among Whites except in these mentioned age groups. The chi-square test has also been apphed to differences in incidence by site. Table VI shows the distribution of 327 Indian cancer cases according to the most common sites. Also show-n are the number of cases for each site which might be expected to occur in this group ff the incidence by site were the same as in the population studi'ed by Watson (1950) . This analysis produces two chi-square values which are highly significant, one for skin and one for cervix (638-15).
It will be noted that these sites vary in opposite directions ; the observed number of skin cases being less than the'expected number while the observed number of cases of the cervix uteri was greater than the expected number. When these two sites were deleted from the analysis it was found that the chi-square for the remainder was not significant, hence we conclude that only in the incidence of cancer of the skin and cervix do the Indians differ from the Whites. (Table 11 ) for Indians and it is possible that illness and deaths from cancer may he within this group and which, if properly reported, would raise the incidence rates for older Indians. In other words, the observed difference in total cancer incidence rates between Indians and Whites may be more apparent than real.
It is possible that skin pigmentation of Indians acts as a protection against skhi cancer in the same way as for the black race. However, it is also possible that skin cancer cases did not come under medical care but we doubt this because the incidence of other sites, excepting cervix, was the same as in the White population.
The most interesting finding is that relating to the high incidence of cancer of the cervix uteri. The explanation remains unknown. It is doubtful if this is to be found in any error of statistical approach because of the similarity in incidence rates for other sites of the disease. The high birth rate and hmited post-natal care may be related factors. Clinical studies are being undertaken to investigate the high incidence of cancer of the cervix in Indian w-omen.
SUMMARY.
A statistical study has been made of the incidence of cancer among Canadian Indians.
The rates have been compared with those already reported for the White population of Canada and the United States.
Under the age of 30 years there is no difference in the incidence of the disease between the two groups. 
